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 1.0 Abstract  
Background 
Increasingly dental graduates are considering the option of specialization within dentistry. 
However, specialization requires a considerable commitment (in terms of time, workload and 
finances) and the benefits are unclear. 
 
Objectives 
To determine if dental specialists had greater well-being, and were wealthier and healthier 
than general dental practitioners (GDPs) in Hong Kong. 
 
Methods: Employing a multi-staged stratified sampling technique, a random sample of GDPs 
(142) and specialists (103, from the eight specialties) was obtained. Assessment of wealth 
was determined by monthly income level. Health was assessed on a visual analog scale 
(VAS) and the Maslach Burnout Inventory-Human Services Survey (MBI-HSS) (22 
questions). Well-being was assessed using the visual analog scale and the 17-item Utrecht 
Work Engagement Scale (UWES-17). 
 
Results: The response rate of the survey was 55.3%. Specialists reported earning higher 
levels of income, working fewer days per week and spending less time treating patients than 
GDPs (p<0.05). Specialists have higher ratings of overall health on the VAS and significantly 
less emotional exhaustion, experience of depersonalization, and a greater sense of personal 
accomplishment (p<0.05). There was significantly higher work engagement in specialists 
than GDPs (p<0.05). Specialists have higher vigor, dedication and absorption scores 
compared to GDPs. 
 
Conclusion: Results from our Community Health Project indicate that specialists fared better 
in terms of wealth, health and well-being in comparison to GDPs. These findings have 
implications for graduates in considering specialization in dentistry. 
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 2.0 Introduction 
 
The history of the dental profession in Hong Kong has been reported to exist from as early 
as 1880, but for the most part the practice of dentistry was unregulated during the early 
period1. It was not until 1914, when the dental ordinance came into existence, that the formal 
registration of dentists in Hong Kong was required2. However, it was only in the 1980’s, with 
the establishment of the Faculty of Dentistry, the University of Hong Kong, that dentists could 
be trained locally to supply the ever increasing dental manpower needs3, 4. Over the past few 
decades the number of registered dentists has increased dramatically such that Hong Kong 
now enjoys a more favourable dentist to population ratio to serve its population’s oral health 
needs3, 33. Coupled with this, in recent decades the oral health attitudes of the population 
have changed and there has been increasing expectations of dental services5. To deal with 
the changes in oral health awareness and the communities’ demands for oral health care 
services, the Faculty of Dentistry has evolved to offer a range of postgraduate courses to 
support and enable oral health care providers to update and expand their knowledge in 
various disciplines of dentistry6. In 2006 an ordinance was passed permitting dentists who 
were awarded a Fellowship of the Hong Kong Academy of Medicine in recognition of 
postgraduate training within dentistry, to qualify as a dental specialist7. Currently there are 
eight specialities of dentistry recognized in Hong Kong, namely Community Dentistry, 
Endodontics, Family Dentistry, Orthodontics, Oral and Maxillofacial Surgery, Paediatric 
Dentistry, Periodontology and Prosthodontics8. 
 
With the possibility of specialization within dentistry in Hong Kong, dental graduates are 
weighing up the pros and cons of specialization. Specialization requires an extensive training 
pathway of six years and for most disciplines this mean at least three years of postgraduate 
training in the form of master degree courses and postgraduate diplomas6. The majority of 
those who undertake specialization have to pay personally for the postgraduate training, 
which in itself can lead to increased expenditure and loss of earning potential. Therefore, the 
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 issue of whether those who ultimately undertake specialization will gain more financially in 
the long run and recover from their postgraduate investment has been an issue of much 
debate9. 
 
Dentistry has long been recognized as a demanding profession and has been associated 
with numerous occupational health conditions, not least the issue of mental health10. The 
issue of ‘burnout’ - a syndrome of emotional exhaustion, depersonalization and perceived 
reduced personal accomplishment in response to prolonged chronic and interpersonal 
stresses in the work environment, has commonly been reported in dentistry11, 12. It has been 
suggested that by limiting the scope of practice to one specific discipline (as do dental 
specialists) and by increasing one’s skills in dealing with specific oral health problems, 
working life and work conditions would improve such that health is also likely to benefit13. 
Dental specialization through further understanding of a discipline has the potential to 
increase interest in work through increasing vigor, dedication and absorption14. Thus, 
ultimately dental specialization can increase well-being although there is limited evidence in 
the literature to support this claim. 
 
As opportunities for specialization in dentistry increase within Hong Kong, it is important for 
the dental profession and dental students to be informed of its potential benefits as they 
consider it as a career option, in view of the considerable time and financial investment 
associated with this pathway. Our community health project sought to answer the question 
as to whether dental specialists had better well-being, and were wealthier and healthier than 
general dental practitioners (GDPs)   
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 3.0 Aims & Objectives  
 
 
To determine if dental specialists were wealthier and healthier, and had greater well-being 
compared to general dental practitioners (GDPs) in Hong Kong 
 
Objective 1: To assess and compare the self-reported monthly incomes of GDPs and  
           specialists  
 
Objective 2: To assess and compare the health status (particularly psychological health 
status – ‘burnout’) of GDPs and specialists 
 
Objective 3: To assess and compare the well-being of GDPs and specialists 
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 4.0 Materials and Methodology 
 
4.1 Sampling frame 
 
The overall sampling frame was all the local registered dentists in Hong Kong. This was 
obtained from the gazette list of the registered dentists from the Hong Kong Dental Council 
website in January 20094, 31. Those listed in ‘Overseas type of practice’ in the ‘Full 
registration’ list were excluded. Two separate sampling frames were derived –  GDPs and 
specialists. 
 
The sampling frame for specialists was the eight lists of dentists in the ‘Specialist 
Registration’ gazette list of their corresponding specialties. The sampling frame for GDPs 
was obtained by deleting the repeated names on the ‘Specialist Registration’ list.  
 
4.2 Sample size determination 
 
The aim of this project was to determine if there was any statistically significant difference in 
wealth, health (burnout) and well-being between GDPs and specialists. Among the different 
instruments of assessment, the most comprehensive measure was the Utrecht Work 
Engagement Scale14 (UWES), from which an overall score could be generated. Therefore, 
this was taken as the primary outcome measure to calculate the sample size. 
 
In a UK study of dentists, the mean total score of UWES was reported to be 3.75 with 
standard deviation (SD) of 0.8029. It was assumed that Hong Kong GDPs would have a 
score similar to the UK dentists. It was also assumed that specialists would score at least 0.5 
higher (at least 10% larger) than GDPs. The estimated UWES total score for GDPs and that 
for specialists were therefore 3.75 and 4.25 respectively. Since this reflects a 13.3% 
(0.5/3.75) difference of GDPs scores from specialists, it was assumed that the standard 
deviation around specialists’ mean scores would also be 13.3% more than GDP’s, i.e. 0.91. 
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 In calculating the required number of responses with a statistical power of 0.85 and a level of 
significance set at 0.05, a minimum of 54 responses from both GDPs and specialists were 
required to detect a statistically significant difference in the UWES score. It was expected 
that the response rate for GDPs and specialists would be approximately 40% and 60% 
respectively as previous community health projects suggested15,16. Therefore, the minimum 
planned sample size of GDPs and specialists were 135 and 90 respectively. 
 
4.3 Sampling method 
 
Multi-staged stratified sampling was adopted. There were two main strata, GDPs and 
specialists. For the GDPs, the dentists were sorted alphabetically according to their 
surnames, starting with the letter ‘A’. The sampling interval (SI) was calculated by dividing 
the total number of GDPs by the planned sample size [1703/135=12]. A random number (k) 
was generated, and its value was between 1 and the sampling interval (12). The kth dentist in 
the sampling frame was selected as the first sample. The next sample would be the (k+SI)th 
dentist. By adding SI to the previous number, samples were selected successively until 
sufficient samples of GDPs were obtained.  
 
The stratum of specialists was further stratified into eight sub-strata, according to the eight 
specialties respectively. In the sub-stratum ‘Community Dentistry’ there was only one dentist 
listed, therefore that dentist was selected as a sample. For the other sub-strata, the planned 
sample size of each sub-stratum was calculated by multiplying the planned sample size of 
specialists (90) by the proportion of the size of each sub-stratum relative to the total number 
of specialists (182). For ‘Endodontics’ 5 of the 9, ‘Family Dentistry’ 7 of the 12, ‘Oral & 
Maxillofacial Surgery’ 27 of the 49, ‘Orthodontics’ 31 of the 56, ‘Paediatric Dentistry’ 15 of the 
27, ‘Periodontology’ 7 of the 11 and “Prosthodontics’ 10 of the 17 specialist were sampled. 
Within each sub-stratum the names of dentist were arranged alphabetically and the sample 
was chosen randomly by determining the sampling interval (SI) for each sub-stratum (the 
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 total number of specialists within the sub-stratum divided by the planned sample size of that 
particular sub-stratum). A random number (k) was generated for each sub-stratum, and its 
value was between 1 and the sampling interval of that sub-stratum. The kth specialist in the 
particular sub-stratum was selected as the first sample of the sub-stratum, with the next 
sample within the particular sub-stratum being the (k+SI)th name. By adding SI to the 
previous number, samples were selected successively until the planned sample size of each 
sub-stratum was reached.  
 
4.4 Data collection 
 
Information was to be collected using a structured questionnaire. A letter was sent to invite 
the dentists to make an appointment for a 15-minute face-to-face interview at their location 
of primary practice (Appendix A). Confirmation by telephone or letters to the selected dentist 
was carried out one week prior to the community health project block (a one week period 
assigned for data collection).    
 
Initially an electronic questionnaire was set up (with the assistance of the Faculty’s 
Knowledge Transfer Unit) to allow dentists to complete the questionnaire on the project 
team’s computers. This was so designed to facilitate anonymous reporting by the 
participants. However, in order to encourage participation a number of alternative data 
collection methods were also available upon request: face-to-face interview, telephone 
interviewing and postal questionnaire. 
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 Figure 4.1 Methods of data collection 
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 The questionnaire consisted of four main parts (Appendix B). The first part comprised 
questions about the participants’ personal information and practice profile. Information 
including their age; gender; years of postgraduate education; specialization; working hours; 
working days in a week and their employment status were collected. 
 
The second part was related to the participants’ wealth. They were asked about their actual 
income per month, satisfaction with their income level, and years taken or years expected to 
take to earn back their investment on education.  
 
The third part was related to the ratings of the participants’ health. They were asked to rate 
their overall health on a 10cm visual analog scale (VAS) where zero indicated ‘worst 
possible health’ and ten indicated ‘best possible health’. In addition, the Maslach Burnout 
Inventory-Human Services Survey (MBI-HSS) was used as an assessment of their 
psychological health34. MBI-HSS consists of 22 questions across 3 subscales; emotional 
exhaustion (9 items), depersonalization (5 items), and personal accomplishment (8 items) 32. 
Participants were asked to rate the frequency of occurrence of each item, with responses 
ranging from zero (never) to six (every day). The score for each subscale was calculated by 
the sum of the corresponding items. As stated in the MBI manual, people encounter 
emotional exhaustion (EE) when “they are no longer able to give of themselves at a 
psychological level”; suffer depersonalization (DP) when they have “negative, cynical 
attitudes and feelings about one’s clients”; and experience reduced personal 
accomplishment (PA) when they have “the tendency to evaluate oneself negatively, 
particularly with regard to one’s work with clients”32. The MBI manual also provides details 
on categorizing EE, DP and PA scores as low, moderate and high. Figure 4.2 provides 
details of specific items of the inventory.  
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 Figure 4.2: The Maslach Burnout Inventory- Human Services Survey 
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 The fourth part of the questionnaire was related to the participants’ well-being. They were 
asked to rate their overall well-being on a 10cm visual analog scale (VAS), with zero 
indicating ‘the worst possible well-being’ and ten indicating ‘the best possible well-being’. In 
addition, the 17-item Utrecht Work Engagement Scale (UWES-17) was used as a 
comprehensive measurement of well-being.14   UWES-17 consists of 17 questions over 
three dimensions; vigor (6 items), dedication (5 items), and absorption (6 items). Participants 
were asked to rate the frequency of each item, from zero (never) to six (almost every day). 
The score in each dimension was obtained by calculating the average value of the 
corresponding items. The total UWES score was calculated by averaging the value of all the 
items in the survey. As stated in the UWES manual, vigor is defined as “high levels of energy 
and mental resilience while working, the willingness to invest effort in one’s work, and 
persistence even in the face of difficulties”; dedication is defined as “being strongly involved 
in one’s work and experiencing a sense of significance, enthusiasm, inspiration, pride and 
challenge”; absorption is defined as “being fully concentrated and happily engrossed in one’s 
work”. Scores can be categorized as low, moderate or high based on UWES manual criteria. 
14   Figure 4.3 provides specifics on the items of UWES. 
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 Figure 4.3 The Utrecht Work Engagement Scale Survey               
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 4.5 Data analysis 
 
Data from the e-questionnaire was converted into an Excel file. Data from telephone 
interviews and face-to-face interviews were input into the e-questionnaire and then 
converted into another Excel file. Postal questionnaires input into the third Excel file, verified 
by double entry. The Excel files were combined and the resultant data set was then imported 
in the Statistical Package for the Social Sciences 17.0 (17.0, SPSS Inc., Chicago, Illinois) for 
statistical analysis. 
 
The SPSS data set was then ‘cleaned’. Frequency tables were produced to identify missing 
data. Where there was a missing data value, it was deemed permissible to replace it with 
mode values. However, in the cases concerning the UWES-17 and the MBI-HSS, when 
more than one item in the survey was blank, the individual was removed from the data 
analyses and considered as ‘non-response’.  
 
Simple frequency tables were produced from responses to all items. Furthermore, MBI-HSS 
and UWES scores were computed by summating responses to items within each dimension 
according to the rubric of their respective manuals32, 14. Descriptive statistics were generated 
for VAS ratings, MBI-HSS scores, and UWES scores [mean (standard deviation; SD); 
median (Inter-quartile range; IQR)]. In addition, MBI-HSS and UWES scores were 
categorized as ‘low’, ‘moderate’ and ‘high’, according to their corresponding manuals32, 14. 
 
Statistical tests were performed to investigate the differences between specialists and GDPs’ 
responses.  For categorical variables, Chi square test (χ2) was used to determine statistical 
difference in the frequency (proportion) of responses. Fisher's Exact Test (FET) was used 
when more than 10% of the cells in the contingency table had the value equal to or less than 
5. For data where mean (SD) values were computed i.e. VAS, MBI-HSS and UWES scores, 
the data was checked for normality using one-sample Kolmogorov-Smirnov normality tests. 
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 If the p-value was lower than 0.20, the data were regarded as non-normal and non-
parametric tests would be used to compare the means. Student’s t-test and Mann-Whitney U 
test (MWU test) were employed for parametric and non-parametric tests respectively in 
which MWU test is a non-parametric equivalent to Student’s t-test. The level of significance, 
unless specified, was set at 0.05. 
 
5.0 Results  
 
5.1 Response Rate and Profile 
 
Of the 245 dentists surveyed, 15.1% (37) of their contact details were invalid. The effective 
sample size was 208. The overall response rate to the survey was 55.3% (115/208); 
response rate amongst GDPs was 55.0% (61/111) and amongst specialists was 54.6% 
(53/97). One failed to disclose whether they were a GDP or a specialist. There was no 
significant difference in response rate between GDPs and specialists (p>0.05). 
 
In the sampled group, 53 (46.1%) were registered specialists and 61 (55.0%) were general 
dental practitioners. Among the specialists, the majority were Orthodontists (30.2%, 16); the 
second most common specialty was Paediatric (17.0%, 9). The remaining dentists were in 
Oral and Maxillofacial Surgery (15.1%, 8), Prosthodontics (9.4%, 5), Periodontology (7.5%, 
4), Endodontics (1.9%, 1), and Community Dentistry (1.9%, 1). In total, 56.5% (65/115) of 
the dentists reported having undertaken postgraduate full time training, and the mean 
number of years spent on postgraduate training among the participants was 3.6 (SD=2.98). 
 
The profiles of the survey participants are presented in Table 5.1.The majority of participants 
were male (73%, 84). Their age ranged from 24 to 74 with a mean age of 42.3 (SD=10.6); 
median age 42.0 (IQR 34, 49). The reported number of years of practicing clinical dentistry 
ranged from one to 51 with a mean of 18 years (SD=9.91). The mean number of working 
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 days reported by participants was 4.9 (SD=1.89), median 5.5 (IQR 5, 6). The mean number 
of patients reported to be seen per day was 14.28 (SD=8.69), median 12.0 (IQR 9, 16). The 
majority worked exclusively in the private sector (64.3%, 74), 20% (23) worked in private 
practise in combination with working in an institution, and 15.7% (18) worked in 
Government/academic institutions. 
 
 Table 5.1 Profile of the survey participants 
 Mean (SD) 
Age 42.26 (10.79) 
Years of practice 17.93 (10.00) 
No. of working days 4.88 (1.89) 
No. of patients seen per 
day 14.28 (8.78) 
Number of hours spent 
treating patient a week 33.42 (12.50) 
 
 
More males than females were dental specialists (p=0.007, χ2 test). Specialists were 
significantly older than GDPs (p<0.001, MWU test), as shown in Table 5.2. GDPs worked 
more days per week than specialists (p<0.001, MWU test), and a greater number of hours 
spent treating patients per week. (p=0.049, MWU test). 
 
Table 5.2 Comparison of Working profile of the GDPs and specialists 
 GDPs Mean (SD) 
Specialist 
Mean (SD) p-value 
Age 39.23 (10.81) 45.96 (9.72) <0.001* (MWU test) 
Years of practice 15.14 (10.47) 21.26 (8.44) <0.001* (MWU test) 
No. of working days 5.34 (1.59) 4.33 (2.09) <0.001* (MWU test) 
No. of patients seen per 
day 12.98 (6.32) 15.91 (10.85) 
0.090 
(t-test) 
Number of hours spent 
treating patients a week 35.87 (12.05) 30.79 (12.63) 
0.049* 
(MWU test) 
* Statistically significant, p<0.05 
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 5.2 Wealth, Health, and Well-being  
 
5.2.1 Wealth 
 
 
Most reported (82.1%, 92/112) that their wealth was generated ‘mainly’ from their practice in 
dentistry. Approximately a quarter of participants (27.7%, 31/112) reported earning less than 
HK$60,000 per month, and a quarter (25.9%, 29/112) reported an excess of HK$150,000 
per month.  
 
The majority (65.2%, 75/115) felt that their income ‘met their expectation’. However, 
approximately a quarter (29.6%, 34/115) still felt that their income failed to meet their 
expectation. Most (83.2%, 94/113) felt that they earned more than they invested in dental 
education but a minority (16.8%, 19/113) claimed they had not made back their financial 
investment from their dental education. On average, participants claimed to make back their 
financial investment within four years after graduation (mean 3.77, SD= 3.11). 
 
Table 5.3 Wealth of survey participants 
Income 
 Frequency Percentage (%) 
<$60, 000 31 27.7 
$60,000-$149,999 52 46.4 
> $150,000 29 25.9 
Expectation of their income 
 Frequency Percentage (%) 
Below expectation 34 29.6 
Meet expectation 75 65.2 
Above expectation 6 5.2 
Feel they made back their financial investment 
 Frequency Percentage (%) 
Below expectation 19 16.8 
Meet expectation 26 23.0 
Above expectation 68 60.2 
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 There was a significant difference in income level between GDPs and specialists (p<0.001, 
Fisher's exact test). GDPs more frequently reported earning a monthly income lower than 
that of specialists. There was no significant difference in whether GDPs or specialists’ 
income met with their expectation (p=0.123, Fisher's exact test). There was also no 
significant difference in whether GDPs or specialists felt they made back their financial 
investment (p>0.05, χ2 test).   
 
Table 5.4 Comparison between GDPs and specialists’ wealth 
 
Income GDPs % (No.) 
Specialists 
% (No.) 
p-value 
<$60, 000 45.0% (27) 7.8% (4) 
$60,000-$149,999 38.3% (23) 54.9% (28) 
> $150,000 16.7% (10) 37.3% (19) 
<0.001* 
(Fisher’s exact 
test) 
Expectation of their income 
Below expectation 36.1% (22) 22.6% (12) 
Meet expectation 60.7% (37) 69.8% (37) 
Above expectation 3.3% (2) 7.5% (4) 
0.123 
(Fisher’s exact 
test) 
Feel they made back their financial investment 
Below expectation 20.3% (12) 13.2% (7) 
Meet expectation 22% (13) 24.5% (13) 
Above expectation 57.6% (34) 62.3% (33) 
0.401 
(χ2 test) 
*Statistically significant, p<0.05 
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 5.2.2 Health  
 
Participants’ self perceived health ratings on the Visual Analog Scale (VAS) ranged from 17-
100; the mean rating was 70.8 (SD = 20.2) and the median value was 74.0 (IQR 56.0, 86.0).  
 
Participants’ mental health was assessed by means of the MBI-HSS. Half of the participants 
(50.4%, 57) had low levels of emotional exhaustion (EE), a quarter had moderate (23.9%, 
27) and the remaining quarter had high levels of EE (25.7%, 29). The mean EE score was 
18.34 (SD=11.03). More than half (58.4%, 66) had a low level of depersonalization (DP), 
14.2% (16) a moderate level of DP and 27.4% (31) a high level of DP. The mean DP score 
was 5.99 (SD=5.42). In terms of personal accomplishment (PA), 37.2% (42) had a low level, 
32.7% (37) a moderate level and 30.1% (34) a high level. The mean PA score was 35.70 
(SD=9.37). 
 
Table 5.5 Health of survey participants 
 
 Mean (SD) Median (IQR) Range 
Health 70.80 (20.22) 74 (50) 17 - 100 
MBI-HSS 
Emotional Exhaustion 18.34 (11.03) 18 (18) 0 – 49 
Depersonalization 5.99 (5.42) 4 (9) 0 – 20 
Personal Accomplishment 35.70 (9.37) 37 (9) 0 – 48 
In terms of emotional exhaustion (EE), most reported experiencing one or more aspects of 
EE as described by the items response of the dimension (Table 5.6). Most frequently dentist 
reported “feeling used up” by the end of the day (90.3%, 102/113) and 7.0% (8/113) reported 
that felt that they were “working too hard on the job” every day.  For the most part, these 
events did not occur every day, but almost a quarter felt ‘used up’ by their job at least a few 
times a week (20.4%, 23/113).  
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 The most common problem encountered with respect to depersonalisation (DP) was that the 
dentist frequently felt ‘others blamed them for their problems’ (86.7%, 98/113). Approximately 
half of the dentist felt they had ‘become more callous’ (53.1%, 60/113), that the job ‘had 
hardened them emotionally’ (47.8%, 54/113) and that at times they ‘don’t care about patients’ 
(47.8% 54/113). However, the sense of depersonalisation was rarely reported to occur very 
often (once a week or more).  One in 10 (11.5%, 13/113) reported that they felt patients/ 
others ‘blamed them for problems’ at least a few times a week. Details of items responses 
within the dimension of DP are presented in Table 5.6. 
 
In general, dentists reported to experiencing some sense of personal accomplishment in 
their job (endorsed experience personal accomplishment), as seen in Table 5.6. However, 
one in 20 (5.2%, 6/113) reported they never felt they ‘accomplish things’ through work.  In 
contrast, over a third of the dentist felt through their work they ‘positively influenced others’ 
everyday (38.3%, 44/113), that they could ‘deal effectively with patients (31.3%, 36/113) and 
that ‘understood patients’ needs (30.4%, 35/113).
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 Table 5.6 Item response to the MBI-HSS  
 Never 
A few 
times a 
year or 
less 
Once a 
month 
or less 
A few 
times a 
month 
Once a 
week 
A few 
times a 
week 
Every 
day 
Depersonalization 
Treat patients 
as if objects 
67 
(59.3%) 
21 
(18.6%) 
9 
(8.0%) 
10 
(8.8%) 
4 
(3.5%) 
2 
(1.8%) 
0 
(0.0%) 
Become more 
callous 
53 
(46.9%) 
24 
(21.2%) 
11 
(9.7%) 
15 
(13.3%) 
5 
(4.4%) 
4 
(3.5%) 
1 
(0.9%) 
Job hardening 
me emotionally 
59 
(52.2%) 
23 
(20.4%) 
13 
(11.5%) 
10 
(8.8%) 
8 
(7.1%) 
0 
(0.0%) 
0 
(0.0%) 
Don’t care about 
patient 
59 
(52.2%) 
26 
(23.0%) 
17 
(15.0%) 
8 
(7.1%) 
2 
(1.8%) 
1 
(0.9%) 
0 
(0.0%) 
Blame me for 
problems 
15 
(13.3%) 
40 
(35.4%) 
15 
(13.3%) 
20 
(17.7%) 
10 
(8.8%) 
11 
(9.7%) 
2 
(1.8%) 
Emotional exhaustion 
Emotionally 
drained 
16 
(14.2%) 
25 
(22.1%)
19 
(16.8%)
27 
(23.9%)
16 
(14.2%)
10 
(8.8%) 
0 
(0.0%) 
Feel used up 11 (9.7%) 
16 
(14.2%)
18 
(15.9%)
20 
(17.7%)
21 
(18.6%)
23 
(20.4%) 
4 
(3.5%) 
Fatigued in the 
morning 
18 
(15.9%) 
25 
(22.1%)
22 
(19.5%)
21 
(18.6%)
15 
(13.3%)
8 
(7.1%) 
4 
(3.5%) 
Working is a 
strain 
33 
(29.2%) 
27 
(23.9%)
15 
(13.3%)
23 
(20.4%)
7 
(6.2%) 
6 
(5.3%) 
2 
(1.8%) 
Burned out from 
work 
24 
(21.2%) 
30 
(26.5%)
21 
(18.6%)
15 
(13.3%)
15 
(13.3%)
7 
(6.2%) 
1 
(0.9%) 
Frustrated by 
my job 
26 
(23.0%) 
41 
(36.3%)
17 
(15.0%)
20 
(17.7%)
7 
(6.2%) 
0 
(0.0%) 
2 
(1.8%) 
Working too 
hard on job 
17 
(15.0%) 
23 
(20.4%)
18 
(15.9%)
21 
(18.6%)
14 
(12.4%)
12 
(10.6%) 
8 
(7.1%) 
Too much stress 32 (28.3%) 
35 
(31.0%)
22 
(19.5%)
16 
(14.2%)
6 
(5.3%) 
1 
(0.9%) 
1 
(0.9%) 
At the end of my 
rope 
36 
(31.9%) 
28 
(24.8%)
12 
(10.6%)
22 
(19.5%)
10 
(8.8%) 
2 
(1.8%) 
3 
(2.7%) 
Personal Accomplishment 
Understand 
patients 
4 
(3.5%) 
0 
(0.0%) 
2 
(1.8%) 
6 
(5.3%) 
17 
(15.0%)
49 
(43.4%) 
35 
(31.0%)
Deal effectively 
with patients 
5 
(4.4%) 
0 
(0.0%) 
0 
(0.0%) 
13 
(11.5%)
22 
(19.5%)
37 
(32.7%) 
36 
(31.9%)
Positively 
influence others 
3 
(2.7%) 
1 
(0.9%) 
4 
(3.5%) 
8 
(7.1%) 
20 
(17.7%)
33 
(29.2%) 
44 
(38.9%)
Energetic 7 (6.2%) 
6 
(5.3%) 
7 
(6.2%) 
18 
(15.9%)
20 
(17.7%)
36 
(31.9%) 
19 
(16.8%)
Create relaxed 
atmosphere 
5 
(4.4%) 
2 
(1.8%) 
4 
(3.5%) 
16 
(14.2%)
15 
(13.3%)
37 
(32.7%) 
34 
(30.1%)
Exhilarated 5 (4.4%) 
1 
(0.9%) 
7 
(6.2%) 
12 
(10.6%)
24 
(21.2%)
41 
(36.3%) 
23 
(20.4%)
Accomplished 
things 
6 
(5.3%) 
0 
(0.0%) 
6 
(5.3%) 
9 
(8.0%) 
18 
(15.9%)
46 
(40.7%) 
28 
(24.8%)
Deal with 
emotions 
5 
(4.4%) 
8 
(7.1%) 
6 
(5.3%) 
15 
(13.3%)
22 
(19.5%)
30 
(26.5%) 
27 
(23.9%)
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 In terms of self-perceived health rating on the VAS, specialists’ mean ratings [75.4 
(SD=16.3)] were higher than that of GDPs [66.7 (SD=22.6)], and the difference was found to 
be statistically significant (p=0.02, t-test). 
 
Across all subscales of the MBI-HSS, significant differences were apparent between GDPs 
and specialists (Table 5.7). In terms of emotional exhaustion, GDP scores were significantly 
higher than specialists’ (p=0.008, MWU test). Furthermore, GDPs more frequently had 
emotional exhaustion scores that were categorised as being at a higher level than specialists 
(p=0.008, χ2 test). For example, over a third of GDPs (36.7%, 22/60) had a ‘high’ emotional 
exhaustion score compared to one in ten (11.5%, 6) of specialists. 
 
In terms of depersonalisation, GDPs’ mean scores were significantly higher than specialists’ 
scores (p<0.001, MWU test). Furthermore, GDPs frequently had a higher level of 
depersonalization score than that of specialists (p<0.001 Fisher's exact test). Over a third of 
GDPs (38.3%, 23/60) had a high level of depersonalization compared to one in ten (13.5%, 
7/60) of specialists. 
 
In terms of personal accomplishment, specialists had significantly higher mean scores than 
GDPs (p=0.026, MWU test). However, there is no statistically significant difference in the 
categorized personal accomplishment scores between the specialists and the GDPs 
(p=0.083, χ2 test). 
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 Table 5.7 Comparison between GDPs and specialists’ score of MBI-HSS 
 
 GDP 
(n = 60) 
Specialist 
(n=52) 
Overall 
(n=113)+ p-value 
MBI-HSS – EE 
low
moderate
high
median (IQR) 
 
27 (45.0%) 
11 (18.3%) 
22 (36.7%) 
21.50 (19.00) 
 
30 (57.7%) 
16 (30.8%) 
6 (11.5%) 
15.50 (15.00) 
 
57 (50.4%) 
27 (23.9%) 
29 (25.7%) 
18.0 (18.0) 
0.008* (χ2 test) 
overall mean (SD) 20.93 (11.48) 15.12 (9.67) 18.34 (11.03) 0.008* (MWU test) 
MBI-HSS – DP 
low
moderate
high
median (IQR) 
 
25 (41.7%) 
12 (20.0%) 
23 (38.3%) 
7.00 (9.00) 
 
41 (78.8%) 
4 (7.7%) 
7 (13.5%) 
2.00 (4.00) 
 
66 (58.4%) 
16 (14.2%) 
31 (27.4%) 
4.00 (9.00) 
<0.001* (Fisher’s 
exact test) 
overall mean (SD) 7.72 (5.52) 3.75 (4.15) 5.99 (5.42) <0.001 * (MWU test)
MBI-HSS – PA 
low
moderate
high
median (IQR) 
 
19 (31.7%) 
18 (30.0%) 
23 (38.3%) 
35.50 (28.25) 
 
23 (44.2%) 
19 (36.5%) 
10 (19.2%) 
39.00 (7.50) 
 
42 (37.2%) 
37 (32.7%) 
34 (30.1%) 
37.00 (9.0) 
0.083 (χ2 test) 
overall mean (SD) 34.63 (8.70) 36.98 (10.10) 35.70 (9.37) 0.026* (MWU test) 
* Statistically significant, p < 0.05 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Page |22| A pathway to wealth, health, and well-being – become a dental specialist 
 
 5.2.3 Well-being  
 
Participants’ self perceived well-being ratings on the Visual Analog Scale (VAS) ranged from 
0-100; the mean rating was 68.3 (SD = 24.7) and the median value was 76.0 (IQR 49.0, 
86.0), Table 5.8.  
 
Participants’ well-being was assessed by means of the 17-item Utrecht Work Engagement 
Scale (UWES-17). For the total score, one in five of the participants were considered to have 
a low score (21.2%, 24/113), half had a moderate score (52.2%, 59/113), and approximately 
a quarter had a high score (26.5%, 30/113). Mean total UWES score was 3.76 (SD=1.13). 
 
The mean vigor score was 3.64 (SD=1.14); median 3.67 (IQR 3.0, 4.5).  One third of the 
sample had a low vigor score (32.7%, 37), half (50.4%, 57/113) had a moderate score and 
16.8% (19/113) had a high score.  
 
The mean dedication score was 4.11 (SD = 1.26); median 4.2 (IQR 3.5, 5.0).  One fifth 
(19.5%, 22/113) had a low dedication score, about half (52.2%, 59/113) had a moderate 
score and over a quarter (28.3%, 32/113) had a high dedication score  
 
The mean absorption score was 3.56 (SD = 1.21); median 3.70 (IQR 3.0, 4.3). One fifth 
(18.6%, 21) had a low absorption score, 57.5% (65) a moderate absorption score and 
approximately a quarter (23.9%, 27) a high absorption score.   
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 Table 5.8 Well-being of survey participants 
 
 
 Mean (SD) Median (IQR) Range 
Well-being 68.31 (24.65) 76 (37) 0 - 100 
UWES 
Vigor 3.64 (1.14) 3.67 (1.50) 0 - 5.67 
Dedication 4.11 (1.26) 4.2 (1.50) 0 - 6 
Absorption 3.57 (1.21) 3.67 (1.33) 0 - 6 
Total 3.76 (1.13) 3.89 (1.59) 0 - 5.76 
 
Most of the participants had a feeling of vigor towards their work (Table 5.9). However, 8.8% 
(10/113) ‘never felt like working’ and 6.2% (7/113) felt like they would not ‘continue to work’.  
 
In general, participants had a sense of dedication towards their work, finding their ‘job 
challenging’ (96.5%, 109/113), it had ‘meaning and purpose’ (97.3%, 110/113), and they 
were ‘proud of their work’ (95.6%, 108/113). Approximately a quarter of participants felt that 
they were ‘proud of their work’ (28.3%, 32/113), and it had a ‘meaning and purpose’ (24.8%, 
28/113). However, 8.8% (10/113) never felt that their ‘job inspired them’ while 6.2% (7/113) 
always felt these feelings. 
 
Most of the participants felt a sense of absorption in their work, finding that ‘time flies’ at work 
(95.6%, 108/113) and that they were ‘immersed in work’ (94.7%, 107/113).  However, one in 
ten never felt ‘happy working’ (12.4%, 14/113), and it was common that participants 
experienced difficulties in ‘detaching from work easily’ (18.6%, 21/113) reporting the 
experiencing to occur almost every day. 
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 Table 5.9 Item response to 17-item Utrecht Work Engagement Scale 
 
 Never Almost never Rarely Sometimes Often 
Very 
often Always 
Vigor 
Energetic 6 (5.3%)
3 
(2.7%) 
7 
(6.2%) 
31 
(27.4%) 
28 
(24.8%) 
28 
(24.8%) 
10 
(8.8%) 
Strong and 
vigorous 
4 
(3.5%)
4 
(3.5%) 
10 
(8.8%) 
21 
(18.6%) 
33 
(29.2%) 
30 
(26.5%) 
11 
(9.7%) 
Feel like 
work 
10 
(8.8%)
14 
(12.4%) 
19 
(16.8%) 
25 
(22.1%) 
23 
(20.4%) 
15 
(13.3%) 
7 
(6.2%) 
Continue 
working 
7 
(6.2%)
4 
(3.5%) 
9 
(8.0%) 
29 
(25.7%) 
23 
(20.4%) 
30 
(26.5%) 
11 
(9.7%) 
Resilient 
mentally 
6 
(5.3%)
4 
(3.5%) 
7 
(6.2%) 
38 
(33.6%) 
27 
(23.9%) 
20 
(17.7%) 
11 
(9.7%) 
Persevere 7 (6.2%)
1 
(0.9%) 
3 
(2.7%) 
28 
(24.8%) 
30 
(26.5%) 
22 
(19.5%) 
22 
(19.5%) 
Dedication 
Meaning 
/purpose 
3 
(2.7%) 
0 
(0.0%) 
4 
(3.5%) 
13 
(11.5%) 
31 
(27.4%) 
34 
(30.1%) 
28 
(24.8%) 
Enthusiastic 4 (3.5%) 
1 
(0.9%) 
3 
(2.7%) 
18 
(15.9%) 
36 
(31.9%) 
27 
(23.9%) 
24 
(21.2%) 
Job inspires 
me 
8 
(7.1%) 
6 
(5.3%) 
15 
(13.3%) 
34 
(30.1%) 
26 
(23.0%) 
14 
(12.4%) 
10 
(8.8%) 
Proud of 
work 
5 
(4.4%) 
3 
(2.7%) 
6 
(5.3%) 
16 
(14.2%) 
18 
(15.9%) 
33 
(29.2%) 
32 
(28.3%) 
Job 
challenging 
4 
(3.5%) 
0 
(0.0%) 
5 
(4.4%) 
28 
(24.8%) 
26 
(23.0%) 
31 
(27.4%) 
19 
(16.8%) 
Absorption 
Time flies 5 (4.4%) 
1 
(0.9%) 
1 
(0.9%) 
11 
(9.7%) 
18 
(15.9%) 
40 
(35.4%) 
37 
(32.7%) 
Forget 
everything 
9 
(8.0%) 
2 
(1.8%) 
11 
(9.7%) 
18 
(15.9%) 
33 
(29.2%) 
23 
(20.4%) 
17 
(15.0%) 
Happy 
working 
14 
(12.4%)
9 
(8.0%) 
19 
(16.8%) 
25 
(22.1%) 
23 
(20.4%) 
17 
(15.0%) 
6 
(5.3%) 
Immersed 
in work 
6 
(5.3%) 
4 
(3.5%) 
11 
(9.7%) 
27 
(23.9%) 
31 
(27.4%) 
23 
(20.4%) 
11 
(9.7%) 
Carried 
away 
10 
(8.8%) 
4 
(3.5%) 
13 
(11.5%) 
33 
(29.2%) 
26 
(23.0%) 
20 
(17.7%) 
7 
(6.2%) 
Difficult to 
detach 
13 
(11.5%)
8 
(7.1%) 
17 
(15.0%) 
28 
(24.8%) 
26 
(23.0%) 
13 
(11.5%) 
8 
(7.1%) 
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 In terms of overall well-being, GDPs’ mean ratings (66.7, SD=22.6) on the VAS was lower 
than that of specialists (75.8, SD=16.3), and this difference was of borderline significance 
(p=0.05, t-test).  
 
Specialists had higher overall UWES scores compared with GDPs (p=0.001, MWU test). In 
addition, specialists more frequently were categorized as having higher UWES scores 
(p=0.010, χ2 test). For example, 40.4% (21/52) of specialists had a high UWES score 
compared to 15.0% (9/60) of GDPs. 
 
Across all dimensions of the UWES there were significant differences between GDP and 
specialist scores (Table 5.10).  In terms of vigor, specialists had a mean vigor score of 3.84 
compared to 3.48 among GDPs (p=0.026, MWU test). Furthermore, specialists had vigor 
scores that were categorised as being at a higher level than GDPs (p=0.009, Fisher’s exact 
test). For example over a quarter specialists (26.9%, 14/52) had a ‘high’ level of vigor 
compared with 8.3% (5/60) of GDPs (p=0.009, Fisher’s exact test).  
 
In terms of dedication, there was a highly significant difference in mean scores observed, 
with specialists having a mean score of 4.9 (SD 1.50) compared with 3.80 (SD 1.50) among 
GDPs (p<0.001, MWU test). In addition, specialists had dedication scores that were 
categorised as being at a higher level than GDPs (p<0.001, χ2 test). Half the specialists 
(50%, 26/52) had a high dedication score compared with 10% (6/60) of GDPs.  
 
In terms of absorption, there was a significant difference in mean scores observed between 
specialists and GDPs (p=0.042, MWU test). However, there was no significant difference in 
the categorization of absorption scores between specialists and GDPs (p>0.05, χ2 test).  
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 Table 5.10 Comparison between GDPs and specialists’ score of UWES 
 GDP 
(n=60) 
Specialist 
(n=52) 
Overall 
(n=113)+
p-value 
 
UWES - Vigor 
low
moderate
high
median (IQR) 
 
25 (41.7%) 
30 (50.0%) 
5 (8.3%) 
3.50 (1.29) 
 
11 (21.2%) 
27 (51.9%) 
14 (26.9%) 
3.83 (1.33) 
 
37 (32.7%) 
57 (50.4%) 
19 (16.8%) 
3.67 (1.50) 
 
 
0.009*  
(Fisher’s exact test)
 
 
overall mean (SD) 3.48 (1.02) 3.84 (1.27) 3.64 (1.14) 0.026* (MWU test) 
UWES - Dedication 
low
moderate
high
median (IQR) 
 
15 (25.0%) 
39 (65.0%) 
6 (10.0%) 
3.80 (1.50) 
 
7 (13.5%) 
19 (36.5%) 
26 (50.0%) 
4.90 (1.50) 
 
22 (19.5%) 
59 (52.2%) 
32 (28.3%) 
4.20 (1.50) 
 
 
<0.001*(χ2 test) 
 
 
overall mean (SD) 3.78 (0.99) 4.51 (1.43) 4.11 (1.26) <0.001* (MWU test)
UWES - Absorption 
low
moderate
high
median (IQR) 
 
14 (23.3%) 
34 (56.7%) 
12 (20.0%) 
3.50 (1.50) 
 
7 (13.5%) 
30 (57.7%) 
15 (28.8%) 
3.83 (1.17) 
 
21 (18.6%) 
65 (57.5%) 
27 (23.9%) 
3.67 (1.33) 
 
 
0.308(χ2 test) 
 
 
overall mean (SD) 3.45 (1.07) 3.72 (1.36) 3.57 (1.21) 0.042*(MWU test) 
UWES – Total Score 
low
moderate
high
median (IQR) 
 
15 (25.0%) 
36 (60.0%) 
9 (15.0%) 
3.68 (1.20) 
 
9 (17.3%) 
22 (42.3%) 
21 (40.4%) 
4.29 (1.20) 
 
24 (21.2%) 
59 (52.2%) 
30 (26.5%) 
3.88 (1.59) 
 
 
0.010*(χ2 test) 
 
 
overall mean (SD) 3.56 (0.93) 3.99 (1.29) 3.76 (1.13) 0.001*(MWU test) 
* Statistically significant, p < 0.05 
 
+ One valid response failed to show status of specialization. 
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 6.0 Discussion 
 
The response rate to the survey was over 50% which indicates a somewhat higher response 
rate compared to other community health projects that have involved dental practitioners15,16. 
This in part may be related to the employment of a combination of various  data collection 
methods i.e. telephone survey, face to face interviews, e-questionnaire, as well as postal 
questionnaire [Figure 4.1]. Although the response rate was less than ideal (which suggested 
elements of response bias) the age and gender profile of participants was similar to the 
overall profile of Hong Kong dentists as reported in a previous study18.  In our study, the use 
of the Hong Kong Dental Council’s website and Gazette was not wholly appropriate for 
identifying the sample frame, since up to 15% of addresses were invalid, hindering the 
establishment of contact. Dentists in the community should be aware of their responsibility to 
update contact details as stipulated in the Dental Council guidelines, and shall be 
encouraged to participate in dentist practice related research within Hong Kong to inform the 
community and the profession.  
 
In terms of the profile of those surveyed, specialists were older than GDPs. Undoubtedly, 
this reflects the fact that specialists had to complete extensive training to earn their title and 
thus this age difference was inevitable. Interestingly, significantly more males were 
specialists than females. This is a common observation amongst the demographics of 
specialists’ globally19. Though there are currently more male than female dentists in the 
workplace 21, there is an increasing number of females pursuing dentistry20, 22, 23. However, 
not many of them have attained the specialist title19. This in turn reflects the different social 
demands on women that work in dentistry24. 
 
In terms of the dental practice profile, the majority of the participants worked exclusively 
within the private sector corroborating previous reports of employment place of dentists in 
Hong Kong18. Compared to GDPs, specialists were more likely to work in more than one 
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 sector i.e. private and academic or private and government. The participants reported to 
work on average five days a week. However, GDPs worked on average five and a half days 
a week whereas specialists worked only four and a half days a week average. Increasingly 
within the dental workforce, specialists are tending to work fewer days, reflecting a better 
work-life balance. Overall, among all the samples, the mean working hours in the clinic per 
week were 40 hours, which shows a reduction compared to the findings in 1994 (mean 44 
hours) and 2000(mean 44 hours).   
 
Dentistry has long been recognized as a high income profession25. Findings from our survey 
indicated that median income levels amongst dentists were higher than what was reported in 
a 2000 survey conducted in Hong Kong18. This in part may be related to increases in income 
levels amongst the Hong Kong population in the past decade26. In our survey, the specialists 
reported to earning a higher monthly income compared with GDPs. It has been reported that 
dental postgraduates are the highest income earners of all graduates from the University of 
Hong Kong 27. This finding concurs with a number of reports of higher incomes among 
specialist dentists1. Yet, to become a specialist requires greater financial investment and a 
longer training period without earning an income (at least 3 years full time postgraduate 
training during specialization). However, specialists in our survey were as likely to feel that 
they made back their financial investment as did the GDPs, and that their income met with 
their expectation.  
 
Dentists in the study sample rated their overall health as high and with no apparent 
differences between GDPs and specialists. This is in contrast to the growing body of 
evidence that suggests a high vulnerability within the dental profession to various health 
related problems28. However, with respect to the mental health of the participants, over a 
quarter of them demonstrated high levels of emotional exhaustion, depersonalization, and 
personal accomplishment. This finding concurs with the notion that dentistry as a profession 
has a high burnout29. A study among medical doctors in Japan reported lower levels of 
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 burnout than observed in our study, but our participants had similar levels of burnout 
compared to European family physicians30, 13. Compared to a U.K sample, Hong Kong 
dentists tended to experience more depersonalization29. Interestingly, our study suggests 
that GDPs are more likely to experience emotional exhaustion, depersonalization, and lower 
levels of personal accomplishment than specialists. A study in medicine also observed 
higher burnout levels among general medical practitioners when compared with medical 
specialists13. Perhaps the many and ever increasing treatment duties of GDPs makes it a 
more stressful career path than that of specialists.  
 
In terms of overall well-being, survey participants had a high score, with specialists having 
similar ratings to that of GDPs. One in five of the sample had low levels of work 
engagement; a third had low levels of vigor, and approximately twenty percent had low 
levels of dedication and absorption. Although mean and median UWES scores approximated  
those of a UK sample of dentists29, our Hong Kong sample had a somewhat higher 
proportion of dentists who were categorized as having a high engagement score compared 
to the UK sample (26.5% versus 15.0%)29.  
 
Specialists tended to have a higher engagement score, perhaps as a result of a more 
particular patient pool in their discipline. Their training would have led to a better technique 
and skills in their discipline34, enabling them to treat patients with a higher level of vigor. 
Being recognized as a specialist and being able to treat these difficult cases in their field 
would lead to a higher sense of personal accomplishment35. Specialists also had fewer 
working days in comparison to GDPs, which would give them more time to relax, and 
recharge before tackling challenging cases. Specialists would be more dedicated and 
absorbed in their job as they chose a specific discipline of their liking, hence treating cases 
of their interest36. 
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 7.0 Conclusion 
In conclusion, the results from our Community Health Project indicate that specialists fared 
better in terms of wealth, health and well-being in comparison to GDPs. This supports the 
notion that dentists should choose a specialization pathway as the benefits outweigh any 
potential loss of time and earning possibilities. 
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 Appendix A – Sample of  cover letter and information sheet
 
 
Page |37| A pathway to wealth, health, and well-being – become a dental speci
 
 
 
UNIVERSITY OF HONG KONG 
香 港 大 學 
 
 
Dear Doctor, 
 
Dental Practitioners Well-Being Survey 2009 
 
We are a group of forth year dental students at the University 
of the Degree of Bachelor of Dental Surgery, we are required 
in order to graduate. This year we are interested in studying w
population and wish to conduct a survey among a random sam
 
You have been chosen from a random list of dentists and we 
an anonymous e-questionnaire. In order to avoid taking up to
arrange a time to visit you during the first week of March fo
anonymously on a computer we provide.  
 
We understand that you may have been involved in a number
your participation is important for us to provide an accurate
profession and the Hong Kong community at large. We are 
and if you have any queries or require further information, p
mcgrathc@hkucc.hku.hk, or Alex Ka-kui Au (Group Represe
/ 6709 0899 
 
Please note that you are one of the few selected dentists ch
therefore your participation is of utmost importance. 
 
Yours sincerely, 
 
 
      
Supervisor: Prof. Colman McGrath 
 
Group members, 
   
Eugene Cheung  Patrick LP Chau  Jamilla JY 
Group 4.1  Group 4.1  Group 4.1 
   
Alex MH Chau  Alex KK Au  Ken KC La
Group 4.1  Group 4.1  Group 4.1 FACULTY OF DENTISTRY
牙 醫 學 院 alist 
 
of Hong Kong. As a partial fulfillment 
to conduct a community health project 
ell-being among Hong Kong’s dentist 
ple of registered dentists.. 
seek your participation in completing 
o much of your time, we would like to 
r you to complete this e-questionnaire 
 of questionnaires in recent times, but 
 and unbiased feedback to the dental 
looking forward to hearing from you, 
lease contact Professor C. McGrath at 
ntative)at alexamoeba@yahoo.com.hk 
osen to participate in this study, and 
  
Tam  Cecilia WS Chan 
 Group 4.1 
   
u   Angie YC Kong 
 Group 4.1 
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UNIVERSITY OF HONG KONG
香 港 大 學 
 
 
敬啟者： 
牙醫健康問卷調查
 
我們是香港大學牙醫學院四年級學生。由於課程
的研究。我們對於本地牙醫的健康問題非常關注。我們
查，以了解他們的健康狀況。 
 
您已被選中為我們的問卷調查對象，我們誠意邀
用你太多寶貴的時間，我們希望於三月的第一週到訪你
腦上完成問卷。煩請聯絡區家駒同學安排一個合適的時
 
我們理解最近你可能已經參與了不少問卷調查，
們會將研究結果向本地牙醫業界公佈，並使大眾加深了
 
如您有任何疑問，請聯絡： 
麥皓明教授﹕mcgrathc@hkucc.hku.hk 
區家駒同學﹕alexamoeba@yahoo.com.hk / 6709 0899 
 
您是少數被選中的參與者之一，您的回覆對我們
忙！ 
 
此致 
 
各位醫生 
 
 
    
麥皓明教授 
香港大學 牙醫學院 
 
   
張譽騫  周林斌  譚智恩 
4.1 組  4.1 組  4.1 組 
   
周文謙  區家駒  劉鍵宗 
4.1 組  4.1 組  4.1 組 
 FACULTY OF DENTISTRY
牙 醫 學 院 list 
 
 
需要，我們將進行一項關於公共衛生
將隨機向本港註冊牙醫進行問卷調
請你參與此不記名問卷調查。為免佔
的診所，屆時你可以在我們提供的電
間。 
但你的參與對是次研究十分重要。我
解本地牙醫的工作情況。 
非常重要。我們在此衷心感謝你的幫
  
 陳詠詩 
 4.1 組 
   
  江瑩芝 
 4.1 組 
二零零九年二月二十日 
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Participant INFORMATION SHEET 
 
Survey title: Dental Practitioners Well-being Survey 2009 
 
We would like to invite you to take part in a research stu
Kong’s dentist population. Before you decide it is important 
is being done and what it will involve. Please take time to re
and please ask us if there is anything that is not clear or if yo
 
What is the purpose of the study? 
The objective of the survey is to determine the well-being of 
 
Why have you been chosen? 
You have been chosen because you are a registered dentist i
selected from the list so as to minimize burden on all dentists
 
Do you have to take part? 
Taking part in the research is entirely voluntary. Your parti
well-being of dentists in Hong Kong and is valuable for the 
large. Without your help we cannot provide accurate and un-
 
What do you have to do? 
If you consent you will have to complete a simple e-question
take less than 15-minutes to complete and is anonymous. 
 
What are the risks of taking part? 
There are no anticipated disadvantages or risks in participatin
 
What are the benefits of taking part? 
The information from this research will help us to provide
Hong Kong and also the community, to provide them some in
 
Will my taking part in this study be kept confidential? 
The results will be shared with Faculty members and other a
reports or publications. Your response is anonymous – n
individual response. 
 
Who is organizing and funding this research? 
This research is sponsored  by the University of Hong Kong
 
For further information, please contact: Prof. C. McG
mcgrathc@hku.hk or phone 2859 0513. 
 
You will be given a copy of the information sheet and a signe
Thank you for taking part inFACULTY OF DENTISTRY
牙 醫 學 院 
 
 
UNIVERSITY OF HONG KONG
香 港 大 學 t 
 
dy about the well-being among Hong 
for you to understand why the research 
ad the following information carefully 
u would like more information.  
dental practitioners in Hong Kong. 
n Hong Kong and have been randomly 
 to participate. 
cipation helps provide information on 
profession as well as the community at 
biased results. 
naire on a computer we provide. It will 
g in this project.  
 feedback to the dental profession of 
sight to the working lives of dentists. 
cademics. You will not be identified in 
obody will be able to identify your 
. No commercial bodies are involved. 
rath, Prince Philip Dental Hospital, 
d consent form to keep. 
 this study  
 Appendix B- Sample of  questionnaire used 
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